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Practices based on tradition, rituals and outdated information are placed into a nonscientiﬁc
paradigm called the theory–practice gap. Within this paradigm there is often a gap between theo-
retical knowledge and its application in practice.
This theory–practice gap has always existed [Allmark, P., 1995. A classical view of the theory–
practice gap in nursing. J. Adv. Nurs. 22 (1), 18–23; Hewison, A. et al., 1996. The theory–practice
gap in nursing: a new dimension. J. Adv. Nurs. 24 (4), 754–761]. Its creation is often sited as a culmi-
nation of theory being idealistic and impractical, even if practical and beneﬁcial, are often ignored.
Most of the evidence relating to the non integration of theory and practice makes the assumption that
environmental factors are responsible andwill affect learning andpractice outcomes, hence the ‘‘gap’’.
In fact, it is the author’s belief, that to ‘‘bridge the gap’’ between theory and practice an additional
component is required, called ethics. A moral duty and obligation ensuring theory and practice inte-
grate. In order to effectively implement new practices, one must deem these practices are worthy and
relevant to their role as healthcare providers. Otherwise, we fall victims to providing nothing more
than a lip service.
This introduces a new concept which the author refers to as the theory–practice–ethics gap. This
theory–practice–ethics gapmust be considered when reviewing some of the unacceptable outcomes in
health care practice. The author believes that there is a crisis of ethics where theory and practice inte-
grate, and as a consequence, malfeasance.We are failing to fulﬁll our duty as healthcare providers and
as patient advocates.
One practice of major concern, which the author will endeavor to unfold relates to adult and pedi-
atric resuscitation.
ª 2009 King Saud University. All rights reserved.ity. All rights reserved. Peer-
d University.
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The origins of resuscitation extend back to the Old Testament,
in the book of Kings, where the prophet Elisha restored life to
a boy by performing what we refer to as mouth to mouth
resuscitation (Scherman, 2001). Variations of exhaled air ven-
tilation (EAV) techniques were utilized until the 1960s, when
Archer Gordon, James Elam and Peter Safar demonstrated
the supine position with neck extension which is standard
practice today (Safar, 1958).
The ﬁrst documented cardiac compressions were open
chest, performed on a canine, by German physiologist Moritz
Schiff in 1874, hence coining the term ‘‘cardiac massage’’
(Schiff, 1882). This was followed by Boehm, 1878 who demon-
strated external cardiac compression (ECC) in cats (Boehm,
1878). In 1892, Friedrich Maass performed the ﬁrst successful
ECC in a human being (Maass, 1892).
However, these potential techniques for resuscitation were
abandoned and not revisited for decades.
The elements of basic life support (BLS) cardiopulmonary
resuscitation (CPR) as we know it today was reintroduced
by Kouwenhoven et al. (1960). Safar, a pioneer of cardiopul-
monary resuscitation (CPR) in 1957 combined airway (A),
breathing (B) with chest compressions (C) which established
the basis of CPR as we know today (Safar, 2001). This simple
method of resuscitation rapidly became the standard as it did
not require signiﬁcant medical expertise to perform or require
surgical intervention. In 1973, the American Heart Association
(AHA) embraced and adopted this life support methodology,
disseminating it as standards for CPR.
With the discovery of electricity in the mid 1700s, no one
could have anticipated that it would be a crucial medical inter-
vention in future resuscitation attempts. Surgeon, Beck per-
formed the ﬁrst successful human open chest deﬁbrillation in
1947 for ventricular ﬁbrillation on a 14-year old boy (Beck,
1947). In 1955, Zoll performed the ﬁrst successful human
closed chest deﬁbrillation on a man in ventricular ﬁbrillation
(Zoll et al., 1956).
The modern era of resuscitation was evolving, theory was
being applied to practice, but how were the outcomes doing?
2. Main body
The goal of resuscitation interventions for a victim in respira-
tory or cardiac arrest is to support and restore effective oxy-
genation, ventilation and circulation. During these
resuscitation interventions, the primary objective is to prevent
or limit cerebral ischemia and therefore, cerebral anoxia.
Despite brilliant scientiﬁc advances over the last decade,
contemporary resuscitation outcomes remain a disappointing
concern (American Heart Association Guidelines for CPRand ECC, 2005; International Consensus on Cardiopulmonary
Resuscitation, 2005). Beck and Leighninger over eighty years
ago, formed the ﬁrst hospital resuscitation team, implementing
the techniques of resuscitation (Safar, 1989); Crile used intra-
cardiac Epinephrine in human resuscitation (Crile, 1922); later
Safar established what we call BLS today (Pantridge, 1967)
and over 40 years ago Pantridge created the ﬁrst mobile inten-
sive care unit (MICA) (Pantridge, 1967).
If poor resuscitation outcomes are the result of a theory–
practice gap, then Argyris and Schon’s (1974) model of dou-
ble-loop learning which subjects all variables to critical scru-
tiny could modify and explain current resuscitation outcomes
(Argyris and Schon, 1974).
However, resuscitation theory and practice has been subject
to the most intense scrutiny, hence the rationale for generation
of guideline recommendations by the International Liaison
Committee on Resuscitation (ILCOR) and the American
Heart Association (AHA). These guideline recommendations
include:
– Delivery of effective ECC at a standard rate of 100 cpm.
– Standardization of the ECC–EAV ratio, 30:2.
– Ensuring chest rise with each breath delivered over 1 s each.
A single deﬁbrillation dose regardless of whether monopha-
sic or biphasic
– 360 J monophasic.
– 200 J biphasic.
Immediate recommencement of CPR, post deﬁbrillation
– CPR performed for an uninterrupted period of 2 min.
– During this time period there will be no pulse – rhythm
checks, no interruptions (American Heart Association
Guidelines for CPR and ECC, 2005; International Consen-
sus on Cardiopulmonary Resuscitation, 2005).
The primary objective for the above resuscitation recom-
mendations was to narrow the well documented gap between
theory and practice in an effort to seek enhanced outcomes
such increased post resuscitation survival and signiﬁcant de-
crease in neurological morbidity. The ﬁrst step was to simplify
resuscitation education and provide a simple theory with a
grounded evidence based rationale. The second step was to im-
prove the effectiveness of resuscitation practices, by combining
evidence based theory and practice and empower the health-
care provider to implement their knowledge and skills in a pro-
ﬁcient manner.
However, there is a third stage, which has not been consid-
ered or addressed, which concerns ethics or simply doing what
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viders, health care professionals who possess evidence based
knowledge, which they do not implement into practice; is this
either due to disbelief in EBP itself or more seriously, just
choosing not to comply?
There is no paucity of research or evidence based practice
(EBP) where cardiopulmonary resuscitation is concerned.
Yet, numerous published research studies conﬁrm poor out-
comes post resuscitation (Eisenberg, 1990, 2001; Nadkarni,
2006). In addition, this research data indicates that health care
providers continue to disregard EBP data, either exceeding rec-
ommended BLS and ALS guidelines, or not complying with
EBP recommended BLS and ALS algorithms. Despite provid-
ing solutions to problematic areas with reeducation did not en-
sure compliance with guidelines and recommendations (Wik,
2005; Abella et al., 2005; Aufderheide, 2004, 2006; Zaritsky
and Morley, 2005; Andreka, 2006).
The majority of resuscitation research conclusions make
recommendations to explore alternative methods for improving
life support outcomes. In addition, they make recommenda-
tions for continued investigations and further data collection
to assess the resuscitation methodology and practice. Some
repetitively suggest the need for further future trials to assess
the quality of CPR and adherence to recommended guidelines.
The AHA guidelines for cardiopulmonary resuscitation and
emergency cardiovascular care previously addressed these is-
sues in 2005. The AHA provides guidelines, recommendations
and algorithms to simplify and improve BLS/ALS effective-
ness in the form of theory and practice. Essential elements such
as airway management, circulation support, use of deﬁbrilla-
tion now have an evidence based rationale, as debated, dis-
cussed and endorsed by the international community of
resuscitation experts (ILCOR) in 2005 (Hunt, 2008).
However, the author believes, a dilemma still remains
which concerns the ethical non adherence of healthcare provid-
ers to previous and current resuscitation.
Recommendations. This dilemma becomes a patient advo-
cacy issue which the Author chooses to call the resuscitation
‘‘theory–practice–ethics gap’’. The evidence, derived from both
resuscitation literature and from the author’s own clinical
practice and experiences, demonstrates a repetitive blatant dis-
regard for EBP recommendations. When colleagues whom the
author considers ‘‘experts’’ and who are AHA credentialed life
support team leaders make resuscitation recommendations
with no rationale other than empirical experiences, that cannot
be related to theory or best practice, the author identiﬁes a
‘‘gap’’. Therefore, the author can only surmise that one expla-
nation is that an ethical dilemma exists.
3. Discussion
Some of the literature reports that resuscitation education has
a proud past and a bright future, the aim being to advance
CPR education, with the primary objective to attain and retain
skills (Hunt, 2008). The author however is skeptical, when, be-
tween the periods 1901 and 1960 survival outcomes were 28%
post resuscitation without neurological morbidity, admittedly
with direct open chest cardiac compression (Stephenson,
1953), whilst current reports varies statistics from 6.4% to
25% for out of hospital (Stiell, 2004; Eisenberg, 1990, 2001;
Stephenson, 1953) and 0–29% in hospital cardiac arrests(Nadkarni, 2006; Rubertsson and Safar, 2000; Mentzelopou-
los, 2009).
The author purports that the aim of CPR education is to
improve resuscitation outcomes with minimal victim morbidity
post resuscitation and although not advocating the return of
open chest cardiac compressions as a routine resuscitation
modality, believes future recommendations should be directed
to, ﬁrst, changing life support terminology. The father of mod-
ern day CPR, Safar, introduced the concept of cardiopulmo-
nary cerebral resuscitation (CPCR) in 1961 (Safar, 1988).
Aspects of his unique intellectualism and uncompromising
standards pertaining to resuscitation require revisiting. As we
are all aware, the ultimate objective of CCPR is to minimize
cerebral anoxia, whilst reestablishing normal cardiac and pul-
monary function. It is feasible that replacing the current CPR
label for all global life support programs be generic and chan-
ged to cerebral cardiopulmonary resuscitation (CCPR) in or-
der to emphasize cerebral rather than cardiopulmonary and
highlight the importance of providing effective life support
on those who teach and provide resuscitation. In doing so,
by emphasizing the importance of preventing intra-resuscita-
tion neurological morbidity, with the provision of effective
CPR, outcomes may improve.
However, to be effective, the onus is on resuscitation ex-
perts like those from ILCOR and established organizations
such as the AHA and the European Resuscitation Council
(ERC) to promote this concept of cerebral resuscitation.
Adopting the abbreviation CCPR is only the ﬁrst step in
addressing this theory–practice–ethic gap.
Secondly, and possibly the most challenging aspect of life
support, we, as resuscitation experts, instructors and educators
must instill a resuscitation ethic into life support providers,
regardless of their professional health occupation status. We
need to reinforce the concept of a moral obligation to provide
effective life support which is evidence based to all health care
providers who participate in resuscitation, regardless of empir-
ical experiences and ensure that they adhere to EBP recom-
mendations regardless of the recommending body.
4. Conclusion
Reﬂecting on the author’s own clinical practice and experi-
ences, as a critical care nurse and life support instructor, resus-
citation will continue to be ineffective and resuscitation
outcomes poor, regardless of the recommended evidence based
practice and education strategies unless emphasis is placed on
the individual’s ethical obligation.
We, as health care providers, practicing within the modern
era of CPR, must reﬂect and analyze why resuscitation out-
comes are dismal. Contemporary healthcare incorporates lat-
est evidence based education, which we call theory, and
combines this with dynamic psycho-motor skills – which we
call practice, in order to provide high quality care with positive
outcomes. The author believes the missing vital ingredient is
lack of ethics or concern regarding implementing the theory
learnt, and the practice demonstrated as recommended by
EBP research.
Let all providers of BLS remember the uncompromising
standards and work ethic demonstrated by the founding father
of CPR, Safar and commit unconditionally to their use to trig-
ger enhanced patient outcomes post resuscitation.
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